Investigation of an individual patient consists of three essential processes: first, taking a history; secondly, examining the patient; and thirdly, undertaking a variety of tests such as x-ray examinations, biochemical estimations, and so on. Whereas in the past history taking and clinical examination were the most important processes of diagnosis, ancillary investigations are now assuming a far greater importance.
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In considering the uses of computers in handling the medical record it is obvious that the ancillary and special investigations lend themselves most readily to computerization, since essentially they consist of numerical or clearly definable information. Even though laboratory information lends itself more easily to computerization, it must be remembered that careful consideration should be given as to what part of the information collected should be stored, and what subsequent value it may have. Thus, in recording information, for example, on haemoglobin measurements in the treatment of a patient with anaemia, it may be wasteful to store in permanent form each haemoglobin measurement that has been made as, otherwise, the computerized medical record may be overwhelmingly filled with laboratory information. In such instances it is only necessary, perhaps, to record the haemoglobin concentration on admission, the lowesthaemoglobin concentration, and the haemoglobin concentration on discharge.
The main purposes for which hospital records are used are: first, in medical care; secondly, for administrative and medico-legal purposes; and thirdly, for research which may be prospective or retrospective. Opinions differ as to the value of medical records for any of these purposes. Hospital notes, after all, are mainly designed to provide a record of the patient's condition to be utilized in treatment and management. The main contents of the case record have been summarized as consisting of (1) During the investigations 2,303 patients were discharged. Of these 504 were included in therandom sample and 480 of their notes were available for examination. The use of laboratory and other investigations is detailed in Table I .
Some investigations were performed frequently, for example, haemoglobin estimations were performed on 62.5 % of all patients. Other frequent investigations were white blood cell counts, bacterio-57 anical aspects of the need to link the laboratory to theremainderof the patient record. Using a computer with such information can, however, offer exciting possibilities in the analysis of information obtained. Certainly, the presence of the computer may enable one to perform sufficient sophisticatedanalysesto improvethe methods and techniques of using laboratory results in diagnosis.
The first stage is, of course, attempting to discriminate between 'normal' and'abnormal' findings. In a study that we are doing on the value of multiphasic screening we are collecting the answers of a random sample of patients on a general practitioner's list to about 50 questions. In addition we are doing a number of tests, such as the measurement of ventilatory function, measurement of blood pressure, and ECG, and we are collecting a sample of blood and estimating on this such information as haemoglobin, PCV, MCHC, blood urea, blood sugar, uric acid, serum cholesterol, and proteinbound iodine. In addition, each individual is clinically examined by his own general practitioner and then will be followed up for a number of years.
Quite obviously, we can do simple analyses of the frequency of abnormal findings in laboratory investigations in relation to abnormal physical findings, but having available a large computer we can relate variation in levels of the various biochemical constituents to variations in answers to individual questions as well as to diagnoses. By this means we may be able to approach a far more precise hypothesis as to the meaning of variation in biochemical constituents in relation to the health of the patient.
I am sure that as large computers become increasingly available such investigations will become more commnon. Perhaps we will find that biochemical and other pathological investigations really do open up new diagnostic possibilities and so be used more in the prevention of disease rather than as at present only in the diagnosis and management of established disease.
SUMMARY
The content and purpose of a medical record is discussed in relation to laboratory results. The use of laboratory results in patients' discharge notes is examined and related to possible computer requirements.
